N 


ಕರ್ನಾಟಕ ವಿಧಾನ ಪರಿಷತ್ತು 
x 


| ನೀಡಲಾದ ವೈದ್ಯೋಪಚಾರದ ವಿವರಗಳೊಂದಿಗೆ 
ಸಂಪೂರ್ಣ ವಿವರ ನೀಡುವುದು; 


"| ಯಡಿ 


1 ಚುಕ್ಕೆ ಗುರುತಿಲ್ಲದ ಪಶ್ನೆ ಸಂಖ್ಯೆ (403) 386 
- 2. ಸದಸ್ಯರ ಹೆಸರು : ಶ್ರೀ ಎಂ.ಪಿ ಸುನೀಲ್‌ ಸುಬ್ರಮಣಿ 
3, ಉತ್ತರಿಸುವ ದಿನಾಂಕ: 04-02-2021 
4. ಉತ್ತರಿಸುವವರು ಮುಖ್ಯಮಂತ್ರಿಯವರು 
1 ಕ್ರಸಂ ಸಾ ಈತರ 
r—— 3 ನ - 
೪) ಕೋವಿಡ್‌-19 ಸೋಂಕು ತೀವ್ರಗೊಂಡಿದ್ದ ಸುವರ್ಣ ಆರೋಗ್ಯ ಸುರಕ್ಷಾ ಟ್ರಸ್ಟ್‌ ಇವರ ಉತ್ತರ :- 
ಸಂದರ್ಭದಲ್ಲಿ ಇಲಾಖೆಯಿಂದ .ಅಥವಾ[ ಸವರ್ಣ ಆರೋಗ್ಯ ಸುರಕ್ಷಾ ಟ್ರಸ್ಟ್‌ ಅಡಿಯಲ್ಲಿ 
ಬನ. ಎಂ.ಫೀಯಿಂದ, ಖಾಸಗಿ: , ಆಸ್ಪತೆಗೆ] ಮ E2008 HE 00S 2029 
ತಿಫಾರಸ್ತುಗೊಂಡಿದ್ದ ರೋಗಿಗಳ ಆರೈೆಕೆಗೆ ಸರ್ಕಾರ i 
i ಬ C) ಅಧಿಸೂಚನೆ ಹೊರಡಿಸಿದ ನಂತರ, ಕೋವಿಡ್‌ ಸೋಂಕು 
ಖಾಸಗಿ 'ಅಸ್ಪತ್ರಗಳಿಗೆ. ನೀಡಿದ." 'ಹಣವೆನ್ನುಃ | ವ್ರಗಂಡಿದ. 'ಸಂದರ್ಭವಲಿ. ನೋಂದಾಯಿತ. ಖಾಸಗೆ 
ಪಸ್ರ್ರಗಳವಾರು ಹಣ, ರೋಗಿಗಳ ಸಂಖ್ಯೆ | ಸತ್ರಗಗೆ 'ಶಿಫಾರಸ್ಸುಗೊಂಡಿದ್ದ. ರೋಗಿಗಳ ಅರ್ಯ, 


ಆಯುಷ್ಮಾನ್‌ ಭಾರತ್‌-ಆರೋಗ್ಯ ಕರ್ನಾಟಕ ಯೋಜನೆ 
ಖಾಸಗಿ ಆಸ್ಪತ್ರೆಗಳಿಗೆ ರೂ.18,893.17ಲಕ್ಷಗಳ' 
ಹಣವನ್ನು ಪಾವತಿಸಲಾಗಿದೆ. 


! ಅಲ್ಲ ಪ್ರಮಾಣದ ರೋಗ ಲಕ್ಷಣವಿರುವ 51604 
ಕೋವಿಡ್‌ ರೋಗಿಗಳಿಗೆ ರಾಜ ಸರ್ಕಾರದಿಂದ 
ಹೊರಡಿಸಿರುವ ಚಿಕಿತ್ಸಾ ಮಾರ್ಗದರ್ಶನದಂತೆ, ಚಿಕಿತ್ಸೆಗಳಿಗೆ 
ಪೂರ್ವಾನುಮತಿ(ಪ್ರೀಆಫ್‌) ನೀಡಿದೆ ಹಾಗೂ ತೀವ್ರತರವಾದ 
ರೋಗ ಲಕ್ಷಣವಿರುವ 4952 ಕೋವಿಡ್‌ ರೋಗಿಗಳಿಗೆ ರಾಜ್ಯ 
ಸರ್ಕಾರದಿಂದ ಹೊರಡಿಸಿರುವ ಚಿಕಿತ್ಸಾ ಮಾರ್ಗದರ್ಶನದಂತೆ 
ಚಿಕಿತ್ಸೆಗಳಿಗೆ ಪೂರ್ವಾನುಮತಿ ನೀಡಿದೆ. ಆಸ್ಪತ್ರೆವಾರು ಹಣ, 
ರೋಗಿಗಳ ಸಂಖ್ಯೆ ನೀಡಲಾದ ವಿವರವನ್ನು ಅನುಬಂಧ-1 
ರಲ್ಲಿ ಹಾಗೂ ವೈದ್ಯೋಪಚಾರದ ವಿವರಗಳನ್ನು ಅನುಬಂಧ- 
2ರಲ್ಲಿ ನೀಡಿದೆ. 


ಜೊತೆಗೆ ರೋಗಿಗಳಿಂದಲೂ ಹಣ ಪಡೆದ ಆಸ್ಪತ್ರೆಗಳ 
ವಿರುದ್ಧ ಕ್ರಮ ಕೈಗೊಳ್ಳಲಾಗಿದೆಯೇ; (ವಿವರ 
ನೀಡುವುದು) ಇಲ್ಲವಾದಲ್ಲಿ, ಇವರ, ವಿರುದ್ಧ ಕಠಿಣ 
ಕ್ರಮ ಕೈಗೊಳ್ಳಲು ಇರುವ ತೊಡಕುಗಳೇನು? 
(ಸಂಪೂರ್ಣ ವಿವರ ಒದಗಿಸುವುದು) 


ಆ) | ಕೋವಿಡ್‌-19 ಸೋಂಕು ತೀವ್ರಗೊಂಡಿದ್ದ ಬಂದಿದೆ. 
pel 
ಸಂದರ್ಭದಲ್ಲ ಸಾಖಯಿಲದ ಅಥಬಾ 'ಕೋವಿಡ್‌-19 ಸೋಂಕು ತೀವ್ರಗೊಂಡಿದ್ದ ಸಂದರ್ಭದಲ್ಲಿ 
ಬಿ.ಬಿ.ಎಂ.ಪಿ.ಯಿಂದ ಖಾಸಗಿ ಆಸ್ಪತ್ರೆಗೆ ಶಿಫಾರಸ್ಸು ಇ pe 
ಡಿದ. ಸಂದದನಟಲ ಕಸೂರಿ ೬ರ p ಇಲಾಖೆಯಿಂದ ಅಥವಾ ಬಿ.ಬಿ.ಎಂ.ಪ.ಯಿಂದ ಖಾಸಗಿ 
ನರಾಡದ ಸಂದರ್ಭದ ಕಾ ಭಾಬ ಆಸ್ಪತ್ರೆಗೆ ಶಿಫಾರಸ್ಸು ಮಾಡಿದ ಸಂದರ್ಭದಲ್ಲಿ" ಕಾನೂನು 
ಖಾಸಗಿ ಆಸ್ಪತ್ರೆಗಳು ರೋಗಿಗಳಿಂದ ಹಣ ಪಡೆದ ಗ if ap 
ಬಾಹಿರವಾಗಿ ಖಾಸಗಿ ಆಸ್ಪತ್ರೆಗಳು ರೋಗಿಗಳಿಂದ ಹಣ 
ಪ್ರಕರಣಗಳು ಸರ್ಕಾರದ ಗಮನಕೆ ಬಂದಿದೆಯೇ; | _; ESR 
| kl ಪಡೆದ ಪಕರಣಗಳ ವಿವರಗಳನು ಅಮುಬಂಧ-3ರಲ್ರ 
(ಪ್ರಕರಣವಾರು ವಿವರ ನೀಡುವುದು) ಣ್‌ ಇ ನಾ 
| ನೀಡಿದೆ. 
ಇ) |ಈ ರೀತಿಯಲ್ಲಿ ಸರ್ಕಾರದಿಂದ ಹಣ ಪಡೆದ ಈ . ರೀತಿಯಲ್ಲಿ ಸರ್ಕಾರದಿಂದ 'ಹಣ ಪಡೆದ ಜೊತೆಗೆ! 


ರೋಗಿಗಳಿಂದಲೂ ಹಣ ಪಡೆದ ಆಸ್ಪತ್ರೆಗಳಿಂದ ರೋಗಿಗಳಿಗೆ 
ಹಣವನ್ನು ಹಿಂತಿರುಗಿಸಲಾಗಿರುತ್ತದೆ. 


ಸಂಖ್ಯೆ : ನಅಳಅ 22 ಬಿಬಿಎಲ್‌ 2021 


ಬು 
(ಬಿ.ಎಸ್‌.ಯಡಿಯೂರಪ್ಪ) 
ಮುಖ್ಯಮಂತ್ರಿ. 
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Hospital Name 


[ASTRA SUPER SPECIAUTY HOSPITAL 


34 [Manipal Ho:otat Whitefield 


ETT Fevention €8: 
[_ 205 [puise Hospital 


106 


Ip D HINDUIA SINOHI HOSPITAL” 


107 


[REPUBLIC HOSPITAL 


308 


IDs GYG HEALTHCARE PVT UTD. 


[MVY MEDICAL COLLEGE AND RESEARCH HOSPHAL 
EENA MULTISPEGIALITY HOSPITAL 


The Orford Modical College Hospital & Research cen i 


[SRI SODHARTHA INSTITUTE OF MEDICAL SOENCES: 


Columba Asia Hospital Doddsballzpurs” 


TS CTS Sc Td 


Tout 
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f ಬಾ 
4 ಬಾರಾ 


TREATMENT PROTOCOL FOR CONDI PATIENTS, (VERSION KS UN 


" DISCLAIMER:. This Recommendation i is der hed froin the pein trials published and-collation.of 


‘various guidelines, These guidelines would change with the evolvinig evidences 
DEFINITIONS; 


:* [Llis defined.as on¢ withacute respiratory infection 
— with fever 2 38°€.(100.4°Fy and 
= cough 
— with onset within lasi 10 days 
* SARIis defined. as-one with acute réspiratory infection 
— ~ with fever238° C(100. ೫ 
x. Cough. ್ಥ - 
‘— with onset within the k last.10 days and 
2 ek “requiring hospitalization 
- Respiratory‘failuire 
= Represents:the failure of the lung to.maintain adequate gas. exchange 
— “Characterized by ABG abnormalitiés: Pa02< 60 mmiig wiith.or without hyperoarbia 
PaCO02> 46 mmblg (with drop.in pH<7.30) 


. COYID 19 RT-PCR POSITIVE’ PATIENT 


1. Management of ariy COVID,19 patient mandates the HealthCare Personnel pe to-be in‘full 
Personal Protection Equipinei( PPE): ಲ 
2. Patient is Categorized into thr et: groups: 


CATEGORY TR of ‘patients who are provided treatrhient and.caré 


| Group A Asymptomatic/Patients with paifd syinptoms 


RR<24/m.& Sp02>94% in room air 


Wi 


Group B- Symptomatic. Paden with mild to moderate Premore with. no signs of 
Severe disease 


RR: 24-30/m (or) SPO2:-90%-94%; at Room Air 


-Group:C Symptomatic patient with. Severe Pneumonia with 


“RR > 30/miin'{or) SPO2 < 90%, st Roont Air (or) i65§ thiuii 94%, with 
oxygen;ARDS, Septic Shock 
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“CLINICAL CATEGORIES 
CR ನಾ - 
Description Parameters 
ru NEE ಮ 
ು SpO2: 294% in:toom air 
Asymptomatic |: No Symptoms $ RR:<24/m 
| S No évideute'of hypoxemia or breathlessness | 
Patients with. ಸಾ ವ ಷಿ 
Mild uncomplicated upper poz 2496 coor an 
ild Fa RR:<24/m 
P piratory tract No evid fh breathl 
infection, o evidence.of hypoxemia. or breathlessness 
Pheuimonia with no ಬ ಸ 
ನ PRS - Sp02: 94%-90%in room air 
y Moderate i severe RR: 24-30/m 
isease 3 


R Sp02: < 90%. room air 
Severe Severe: Pneumonia RR: 530/m 
Onset: new-or: worsening respiratory symptoms 
within: one weék of knowrni:clinical insuli. 
Chest ‘imaging (Chest X ray:and portable- bed side 
lung ultrasound): bilateriil, opacities, not fully 
‘explained by effusions, lobar'or lung‘collapse, or 
nodules. 
Origin. of Pulmonary infiltrates: respiratory failure 
notfully explained by: cardiac. faifure:or fluid 
ayerload. Need objective assessment (6.8. 
;echocardiography)'to exclude hydrostatic.cause of. 


ತ Mote Repay infiltrates! oedema if no-risk factor présedt. 
Critical Distress Syndrome ್ಷ py _ pi 

{ARDS) ‘Oxygenation impairmerit in adults: 

2 ““Mild.ARDS: 200 mmHg. < Pa02/Fi02:< 300 mmHg 


(with PEEP or CPAP 25 em B20) 
Moderate ARDS: 100 mmHg <.Pa02/Fi0Z <200 
mmHg with PEEP h 
25 em H20) 
Severe ARDS: Pa02Fi02 £< 100 mmHg with PEEP 
25 em H20) 

Whien Pa02 is riot ‘available, SpO2 02315 
suggests ARDS (including in non= ventilated 
patients) 

Adults: persisting hypoterision despite volume: 

- resuscitation, requiring vasopressors to maintain 
MAP 365, mmHg, arid séruiii. lactate level >'2’mmoUL 


Critical ‘Septic Shock 
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INVESTIGATIONS 
Timing: Mild Moderate Severe/Critical 
At CBG * Coniplete Blood Count “Complete Blood Count: 
adinission |RBS (with NIL-RATIO) (with N/L RATIO) 
ECG * LET, RFT, RBS “LET, RFT,.RBS 
HbAIC (if Diibetic) * SElectiolytes, *§. Electrolytes, 
D-Dimer * 12 lead ECG °12 lead ECG } 
» CHEST X-Ray —PA view “CHEST X:Ray -PA View. 
(If starting on Tab * :CRP, D-DIMER. ‘CRP, D-DIMER 
Favipiravir) * S. FERRITIN, SLDH *°§; FERRITIN, $SLDH 
RFT: - * PROCALCITONIN “PROCALCITONIN 
§.Elecfrolyte “ TROP-T&T “TROP L&T 
S-Uric Acid « PTHNR: *PTHNR: 
“ ABG . <ABG 
* CT Thorax (if Available) CT Thorax:if Available 
» Blood cuitiiré (if total “Bloéd tulture:(if total 
‘couinit.is-high) count is highy 
i “-€6 RL-6 
| * §. Cortisol *$--Cortisol 
“2D *S.Mg”, S.Ca 
ECHOCARDIOGRAP 2D 
HY. ECHOCARDIOGRA 
* COVID Antibody ' ‘PHY. 
IgM/IgGTests “NTproBNP 
-“HsCRP 
5S, Lactate 
“COVID Antibody 
Repeat - TE ನ — gM IgGTests ' 
pe Complete Blood Count; LFT, | Complete Blood.Count, LFT, ’ 
Daily _ RFT , RET - 
ABG ABG 
Repeat {°° [CRP DDIMER ‘CRP, D-DIMER 
{ Every 72his | If initial D-Dimer is S. FERRITIN; SEDH ‘| S. FERRITIN, SLDH- 
high Chest X ray, ‘Chest Xray 
yT ರ f. 
ne DEE CRE DDINER 
-— S. FERRITIN,.S.LDH S.FERRITIN,'S.LDH 
Chest X ray ‘Chest X ray 
RT-PCR - Nasal & ‘Throat 
| | swab 


Other Invéstigatians should be.done based on patient’s Co-morbid status ' 


(ಘಿ 
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IDENTIFICATION OF HIGH-RISK PATIENT 


CO MORBIDITIES CLINICALLY TL ABORATORY VALUE 
Age50 yrs Hypoxia- SPO2494% | Lymphopenia (<20) with 
Men ಸತ 1 Neutrophil/Lymphocyte-ratio >17 

Is¢hecniic: Heart Disease Tachycardia>100fmin 1 CRP>100.mgy/L 
Diabetes | , 7 Respiratory Distress: RR>30/min Serum Ferritin 5300 microg/L 
Hypertension , Hypotension LDH ನ) 

L Systolic BP < 90mm: | 
Lung. Disease [SOP | Altered Sensorium D-Dimer > 1000ngfml 
TB-Sequele) $ 
Chionic-Kidnéy Disease/ ‘Chroriic 
Liver Disease 
Iinrmunosuppression/ HIV:/ 
Malignancy 
Obesity. 


Note; Calculation tool for predicting critically ill COVID-19-at admission can be used as reference'tool: 
{Development of Validation of Clinical risk.score to predict the:occurrence of critical. illness in 
hospitalised patient with-COVID19. JAMA. internal Medicine -published online, May 12/05/2020) 


| GENERAL MEASURES AND GUIDELINES 
1} Categorize in.t0-A, B,C based on Symptoms, Sp02 & Respiratory Rate 


2) Supportive Care: 
* Finger Pulsé OXinieter for continuous: moriitoring. of Heart rate and. OHS saturation 
“Start oxygen with. Mask at.saturation of 94%. or lower. 
* HENCto be used if there is failed oxygen:therapy and Non-invasivs ventilation (NIV) to be: 
used ‘appropriately with twolimb. circuit expiratory filters 
* Counselling of COVIDIS patients (By Counsellor/psychotogist psychiatrist) 
 Norifial feeding, ho dietary restrictions,. good oral hydration 
4 ,Maifitenance IV fldids (IF iiidicated) 
- Maintain blood glucdse levels <I80 ing/dl. 
* IfPatient is on ACE inhibitors/ARBs; should be cotitinued. 
* -Avoidusing NSAIDS other than Paracctaniol ‘Unless Absolutely Necessary 
* Avoid using Nebulized drugs'to avoid aerosolization of virus: PREFER MDI with: SPACER 
« Antibiotic selectioniin case of superadded bacterial pneumonia should be.according to. institution 


antibiogram. 
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GROUP‘A - 


- MILD. CASES 


TREATMENT 


PRECAUT IONS 


ANTIVIRAL THERAPY 
* TAB HYDROXVCHLOROQUININE(HCQ) 
400MG BD FOR 1 DAY Followed by 200MG 
1-0-1 X.4 DAY: for patients.in COVID. 
CARE. CENTER/HOME ISOLATION 
(OR) 


Tab FAVIPIRAVIR 1800iig 1-0-1.6n Day 1 


“gb s0diig 1-0-1 or 8 days (total 7 days) for OO 


PATIENTS IN DCHC 
(OR) 


If Tab HCQ/Tab FAVIPIRAVIRis 
contraindicated, then combination of 


Cap DOXYCYCLIN 100mg 1-4-1 for 5.Gays 
+ 


Tab IVERMECTIN 12mg 1-0-0 for 3'days: 
«. Cop Oseltamavi: 75mg 1-0-1 for. 5. days, 


+  Tnj ENOXAPARIN 40mg $/C 1-0-0.X 7DAYS 
(IF D-DIMER 1S MORE THAN 1000NGML 
(GR) X-RAY/CT THORAX SHOWING 
GROUND GLASS:OPACITIES) 


SUPPORTIVE THERAPY- 
*- TABZINCS0MG.0-1-0 X 7DAYS 
°  TABVITAMINC 500 MG 1-1-1 X 7DAYS 
*  TabN Acetylcysteine 600ihg 1-1-11 Patients 
Having Cough 


L 


L 


pS 


CATEGORIZATION. SHOULD BE 


REASSESSED. REGULARLY 


CONTRAINDICATION FOR HCQ- 
5 ‘QTINTERVAL > 480ms 
* ‘Pre-existing caidiomyopatliy and 
cardiac rhythm disorders 
p History- of Unexplained $ynoops 
-+ Retinopathy, 
* Hypersensitivity to HCQor4- 
£ ‘aminoquinoline:compounds 
'* G6pD deficiency 
* Epilepsy 
* Hypokalcmia (K* <3 Meq) 


Contraindications for Tab FAVIPIRAVIR: 
Hyperuricaemia,: severe hepatic & ‘renal 
impairment, Pregnant women and lactating 
‘mothers 


PREGNANCYIS NOT A 
CONTRAINDICATION FOR HCQ 


#.Cap OSELTAMANIR is advised due.to- 
posstbiliry of HIN] co-infection along with 
COViD19 disease with present: weathei: 
condition, Its’ usage will be reviewed.al a latér 
date, 
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GROUP B - MODERATE CASES 


TREATMENT , 4 PRECAUTIONS 
ANTIVIRAL THERAPY © Compsindicaions for Fj REMDESIVIR: 
« Inj REMDESIVIR.200, mgIV on i I followed ASTIALT >:5‘tirines Upper limit of: 
by. 100 megIV daily for 4.days (total S days) * normal (ULN) 
* Severe renal impairmerit (i.e., GFR < 
IF REMEDESVIRIS NOT AVAILABLE TO 30mUmin/imzor need for 
STARTTAB hemodialysis) 
HYDROXYCHLOROQUININE(HCQ) 400MG © . Pregnancy or lactating females 
BD FOR.1.DAY followed-by 200MG 10-1 X4 p 


Children (< 12-years of age} 


Bax, + No doseadjustent for Inj REMDESIVIR if 
Co-administration: of Inj REMDESIVIR with |. eGFR ad mme 
HCQ or chloroquine should be avoided * Formula td calculate ¢GFR in Adults 
“ eGFR, Make: 440- agen years) x (weight in.kg) 
° Cap Oseltamasir 75mg 1-0-1for 5 days £72 x (serum. creatinine in mg/dL); 
p ¢ - - * GFR, Female: (140 age in years) ~ (weight in 
"| STEROIDS kg) * 0.85/72 x (serum creatinine in mg/dL) 
* Inj. Methyl Prednisolorie 0.5 -1 mg/kg 
(or) STEROIDS 
Inj. Dexamethasone 0:1 = 0.2: mg/kg for 3-5.Days | » to bestarted preferably within 48-hours of. 
adinission (or).if oxygen.requireMent is 
ANTICOAGULATION iniciéasirig and if inflammatory rnaikers are 
* Inj ENOXAPARIN 40MG:S/C 1-0-0'X7 DAYS increased. 
IV ANTIBIOTICS ACCORDING TO LOCAL: + PATIENT SHOULD BE REASSESSED 
ANTIBIOGRAM. EVERY 12 HRLY AND CONTINOUS 
MONITORING OF SATURATION. 


AWAKE PRONING 
Ny + START ON OXYGEN-NASAL PRONGS 2-5 
+ CONVALASCENT PLASMA THERAPY: 4 to LIMIN or FACE MASK SLIMIN 
13 nillkg (usually-200 iml:single:dgse given - 
slowly'over not Jess tin. 2 Hours) 


SUPPORTIVE THERAPY 


+ TAB ZINC 50 MG-0-1-0X TDAYS 
« TAB. VITAMIN C 500-MG I-1-1X°7 DAYS 
" « TAB N-ACETYL CYSTEINE 1-1-1 IN 
PATIENTS WITH COUGH 


% [43 
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GROUPC- SEVERFICRITICAL CASES 


+e: Ifthe patient has not received Inj 
'REMDESIVIR, such patients.can be started on 
Inj REMDESIVIR. 

inj REMDESIVIR 200mg IV on day 1 followed 
by 100 mg:IV daily for 4 days (total.S days) 


* Inj. TOCILUZUMAB 8mg/kg (maximum 00 
mg atone time) given slowly. in 100 mI NS.ovér 
1 hour; dose ean berepeated.once after. 121624 


hours:if needed 
(Or) 
Inj ITOLIZUMAB: Ist dose —'1.6mg/kg dose 
‘ infusion. Subsequent dose: weekly 
0.8mg/kg dose infusion over: 4hotuirs if 
required 


° Cap Oseltamavir’75tng 1-0-T for S days 


TEROID 
+ Inj, Methyl Predriisoione, 1-2 mg/kg. (Or). 
Inj, Dexamethasone: 0.20.4 mg Jk for 5-7 
Days 


ANTICOAGULATION 
7DAYS 
PRONE VENTILLATION 


Inj CEFTRIAXONE lgm IV {-0-1 AND CAN BE 
ESCALATED ACCORDING TO LOCAL. 
ANTIBIOGRAM OR TREATING PHYSICIAN 


CONSIDER SEPSIVAC (IF. AVAILABLE) 0.3m! 
| INTRADERMAL ONCE A DAY FOR'3 DAYS IN 
CASE OF SEPTIC.SHOCK 


IV. Diuretics in case of évidence.of Heart Failure 
secondary to Myocarditis 
SUPPORTIVE. THERAPY: 


* TAB ZINC 50 MG 0:1-0X 7 DAYS 
* INI. VITAMIN C 1.5GM IV 6 HOURLY X 
SDAYS: 


*° TABN-ACETYL CYSTEINE i-1-] 


TREATMENT PRECAUTIONS 
"ANTIVIRAL THERAPY diction for TOCILULUMABRTOLUMAB:- 


+ Inj ENOXAPARIN lmgjkg body wt s/c {-0-1 X° 


j. 1-6 levels 50-100 fold higher than normal 
(Norma! range - 9.Spg/mi 


2. Worsening tread of the inflammatory 
markers (Ferritin, LDH, CRP) 


3: Déteriorating clinical condition with 
worsening of Pa02/FieZ ratio (more than 25% 
deterioration from the immediate previous 
value). 


.Contraindications for Ini 
TOCHIZUMABTOLIZU MAB 


PLFILV, those with active infections {systemic 
pactérialfungat), High Serum, Procaicitonin, 
‘Fuberculosis, active hepatitis, Absolute 
Neutrophil Count <2000/1nm3 iind Platelet 
count < 1,00,000/mm3, hepatic and renal 
hupaiviieut patients cu-chrosiic steroid 
therapy, Paediatric patients <18 years old; 
Pregnancy and, Nursing moflicrs 


* PATIENT SHOULD BE CONTINOUSLY 
MONITORED 


+. TO START ON OXYGEN WITH FACE 
MASK WITH NON REBREATHING BAG @, 
8-10 W/m ' 


+ BASED ON Pa02/Fi02 ratio, HIGH FLOW 
NASAL OXYGEN (HFNCYNIV SHOULD BE 
GIVEN AND IF PATIENT DETERIORATES 
‘INTUBATION SHOULD BE.CONSIDERED 
AND LUNG PROTECTIVE VENTILATION TO 
BE FOLLOWED AS PER ARDSnet PROTOCOL 


+ .ABG-TO BE DONE REGULARLY FOR. 
MONITORING OF ACIDOSIS AND 


HYPOXEMIA 


* -INOTROPHIC SUPPORT (NORADRENALINE 
~TITRATE ACCORDING TO THE MEAN 
ARTERIAL PRESSURE) 

* CORRECTION OF ACIDOSIS 

+ MAINTAIN Hb% GREATER THAN S$gm% 


| 
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Antiviral Therapy“ 


Tab Hydcoxychlorequlnine{Hca}. 


SUMMARY OF TREATMENT OF COVID- 
BASED SED on CLINICAL CATEGORIES 


( Aiitiviral Therapy* 
In] REMDESVIR 200 mg IV on day 
1 followed by 100 mg, IV dally for 4 


19 PATIENTS 


Antiviral Therapy » 
Inj. TOCILUZUMAB Smg/kg 
“(maximum 800 rag at one time) 


| 400mg Bd For 1 Day F/B'200mg. 1-0: ' days 
i 1 4 Day for patlentsin COVID CARE | ಸ no in 100 mi NS over 3.» 
\ CENTER/HOMEISOLATION | (on) a i ೫ pe repeated once 
(OR) IF REMEDESVIR IS.NOT 9 <4 hours iF Reeded 
AVAILABLETO START ; 


Tab FAVIPIRAVIR 1800mg 1-0-1 on 
Day.1 {fb 800mg: 1-0-1 for 6 days for 
PATIENTSIN DCHC 


"pl. iroLiziMAB: pe ase “li6mg/kg 
dose W infusion: ; Subsequent ರಂತ: . 


: Tab Hydroxychlorogulfine{HCQ} 
400mg BD For 1 Day F/B 200mg 


(oR 10-184 Day Brhg/kg ರಂತ. Infusion 
: HT ‘ab HCQ/T: ‘ab FAVIPIRAVIR [7 Co-admlinistratlon ofJnj 
, contraindicated; thién combination of REMDESVIR with HCQ'or 
Cap DOXYCYCLIN 100mg 1-0-1 for5 ‘chloroquine shauld be avoided 
ರಡ STEROIDS 


+ 
Tab IVERMECTIN 12mg 1-0 far 3 
days 
Anticoagulation 
[nj Engxaparin 40mg S/C 1-0-0x7 
days (If D-dimer is More Than 
1000ng/MI or X-ray/CT Thorax 


Inf. Methyl Rrednisotone 0.5.-1 
mg/kg (or} inj. Dexamethasone 
‘0.1-0.2 mg /kg for 3-5 Days 
ANTICOAGULATION 
nj Enoxaparin 40mg SYC 1-0-0 x7 
days {If Wt >6S%g, 60md 1-0-1 for 


Showing Ground glass opacity} . 7days) | Can’ Bé Escalated According ToLocal 
Supportive Therapy Ww Antibiotics Accordingto Local Anfibiogram, Or Treating Physictan. 
Antibjogram ‘start on Oxygen with face 


| Tab Zinc 50 Mg 0-1-0x 7 Days 
Tab VitaminC 500 Mg 1-1-1 X7 Days 


| TabN Acetylcysteine 1-1-1 If Patients 
Having Cough 


| - masksNRM and changeover to. 
-HFNC/NIV (based on Pa02/Fi02}-- 
IF PATIENT DETERIORATES with”... 
HFNC/NIVtrial (repeat ABG after 
. Ghrssupecsts worsening of 


Awake Proning 


Start on oxygen —Nasal Prongs:2- 
Sl/min ar face mask Sl/min 


CONVALASCENTPLASMA 


THERAPY: 4.to 13 ml/kg (usually . oxygenatlonthen EARLY : 
200 mi single dose given stowly “INTUBATION SHOULD BE 
F SS over not less than,2 hours H CONSIDERED AND LUNG 
Comioys montednBt supportive Therapy PROTECTIVE VENTILATIONTO BE 
oxygen saturation by pulse ES FOLLOWED AS PER ARDSNEt 
oximeter and early diagnosis NEN ME pe ‘PROTOCOL 
of hypoxemia is essential in Tab Vitamin ತ Mg +1- Prone Ventlllatian 
i iSEPSIVAC ‘0.3ml INTRADERMAL 
all group of patients Tab N Acetyleysteine 1-1-1 If S CEA DAY FOR 3 DAYS 


Patients Having Cough 


indications and 
contraindications of the 
drugs are to be considered 


Supportive Therapy 
inj. Vitamin C 1.5gm Iv 6 Hourly X 5 
days 


Tab Zinc 50 Mg 0-1-0x 7 Days 


' Tab N Acetylcysteine 1-1-1 If Patients , 
§ Having Cough: 


before use which is 
mentioned in detail below 
Transition of patients 
between the clinical 
categories is based on $p02, 
RR & Pa02/Fi02 ratio 
Treatment of all co morbid 
illness to continue 


Special Note: 
“Cap Oseltamavir 75mg 1-0-1 for 
5 days to be added to patients of 
all categories 

e Ailthe investigational therapies 

and drugs approved recently by 

DGCI should be used with caution 

and after informed consent from 

the patient 


1. Hydroxychloroquine (HCO) 
--Dose; Tab. HCQ 400MG BD FOR | DAY Followed.by 200MG: .1-0-1.X 4 


Days 
CONTRAINDICATION FOR HCO 


QT INTERVAL.>-480ms 
Pre-existing cardiomyopathy. and cardiac rhythm. disorders 
History-of Unexplained Syiicope, 
Retinopathy. | 

* Hypersensitivity to HCQ or 4-aminoquinoline compounds 
G6PD:deficiency 

* Epilépsy 

*  Hypokalemia{(K* <3 Med) 


2: Anticoagulant Agents 
Pro Coagulant factors are increased in COVID-19 infection and:associated 


with increased. risk-of thrombosis. 


Pneumonia:and sepsis are complicated by DIC, but although:COVID-19 
patients do have abnormalities of coagulation and are. not.atypical.of DIC. 


The inost inarked abnortiality’is an elevation of D-Dimer (if D-dimeris 
more than 1000ng/ml) but without a parallel fall in‘platelet-or prolongation 
of clofting time, this suggests that local rather disseminated. throrhbin 
‘generation and fibrinolysis is taking place 


Dose: 
In} ENOXAPARIN 40MG S/C Once daily for mild and moderate. Twice 
daily in severe cases; 
. Other options: 
.° Inj Fondaparinux 2.5mg OD SC 
° Unfiactioned Heparin 5000 Units BD: SC 
| Contraindications: 


ESRD, active bleeding, emergericy Surgery, platelets <20,000/mui3, BP. 
>200/120 mmHg) 
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INVESTIGATIONAL: THERAPIES (as per MOHEW) 


Remdesivir (under Emergency: Use Authorization) ಸ be considered il in patients with 


3. 


moderate disease (those on oxygen) with:none of the following 
contraindicationis: 


*. ASTIALT > S‘times. Upper limit-of normal (ULN) 
*: Severe renal inipairment.(ie., «GFR <30rhl/min/nis or ficed for-hemodilysis) 
° Pregnancy or lactating females 
© Children (x 12 years of age) 
Dose: 200 mg IV on day 1 followed by 100 mg IV Wily; for 4 ‘days (total 5 fay 


Convalescent plisnis (Off Label hay. be-coisidered in patients with moderate disease who 


.are not. improving (oxygen-requ irement is progressively increasing) despiteuse of steroids. 


Spécial prerequisites: while cohsidering:Gonvalestent plasnia include: 


+ -ABO compatibility and-cross matching ofthe donor plasma. 


+. Neutralizing:titér of donor plasma:should be above the specific threshold (if the latter is 
- ‘not available, plasria IgG titer. (against S-protein RBD) above 1:640 should bé used). 


© ‘Recipient shouild:bé closely monitored for several hours post transfusion for any 
transfiision-felated adverse everits 


« “Use shotild‘be avoided LSS with: IgA deficiency:of immunoglobulin alleigy 


Dose: Dose is variable ratigiig from 4'to 13 ml/kg-(usuiily 200 inl single dose given slowly. 
over not less than'2 hours 


Totiliiumab (OfE Label) thay be considered in patients with severe disease. with 
progressively increasing Oxygen requirements and in mechanically ventilated patients not 


improving despite us¢ of steroids. Long term safety data in COVID 19 remaing largely 


unknown. ‘Special considerations before its use include: 
o I-6levels, 54-100 fold higher than normal (Normal range 0-9: ‘Spg/ml 


¢ Worsening trend.of the inflammatory markers (Ferritin, LDH, CRP) 
0 Deteriorating clinical:condition: with worsening of Pa02/Fio2 ratio (more 
than 25%. deterioration from.the immediate previous value) 

The drugis, contraindicated in 
PLHIV, those With active infections (systemic bacterial/fungal), High Serum, Procalcitonin, 
“Tuberculosis, active hepatitis; Absolute’ Neutrophil Count < 2000/mm3 und Platclet count < 
1,00,000/mm3, hepatic .and renal impairment; patients on chronic steroid therapy, 
Paediatric patients <18 years. old: Pregnancy and, Nursing mothers 


Doge: 8mg/kg (maximum 800 mg:at one tine) given slow ly in 100 mi NS‘over 1 ho dase 
‘can be repeated once:afier 12 to 24 hours.if neéded 
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Druss Recently approved by DGCT 


ITOLIZUMAB (Au anti- CD6 1C1 monocional antibody) 


Indication: 
1. IL-6 levels 50-100 foid higher than normal (Normal rdnge §- 9.Spg/mi ಈ 
2: Worsening trend ofthe inflammatory markers (Ferritin, LDH, CRP). 


3 Deteriorating clinical condition with worsening of Fa02/Fio2 ratio (more than 25% 
deterioration from the. immediate previous value). 


“Dose: y dose .1.6mg/kg dose,iv infusion . 


-*  Subsedqueiit dose: weekly-0. mg ರೆಂse infusion’ ‘over Ahiours i requited based on lung 


” function parameters 


Coutraindication: 
PLHIV, those with active infections (systemic: bacterial/fungal), Figh Serum. Prociilcitonin, 


“Tubercuiosis, active hepatitis, Absolute.Ncutrophil Count: <: 2000 mm3:and Platelet count:< 


1,00:000/mm3, bepatic-and renal-imipairment; patients i} chronic steroid therapy; Paediatric 
paticnts <18 years. old; Preguaucy and, Nursing mothers ” 


Side effects: - 

= In‘trial Infusion. reactions have been reported in. 15%.gf the patients 
1 Tnclinical practice also infusion reaction-ranged from 12% to 15% 

* Other adverse:events include Diahorea, Pruriius in.7 — 12 %-of cases 


Tab. FAVIPIRAVIR 

Mechanism of action: Tt is considered that favipiravir is metabolized in cells to aribosyl 
‘triphosphate form, (favipiravir RTP).and that favipiravir RTP selectively inhibits RNA” 
polymerase involved in influenza viral réyilicatiori 


" Indications: mild to moderate cases.of COVIN19 in adults >I 8yrs old 


Dose: 1800mg bid followed by 800mg bid upto miaximum of I4days 


Contraindications: Hyperuricaeia, severe hepatic & tenal impaitmeént, Pregnant women 


diid.luctatirig mothers 


Side Effects; increased Uric Acid.levels, diarrhea, decreased neutrophil:¢ ifictease in 
ASTIALT levels phil:couints, iricteast in. 
Drus Hateraetions: metabolised partly by Aldehyde Oxidase AC) and partly by Xanthine: 


Oxidase( XO). Precauitons for co-administration with Pyrazinamide, Repaglinide, 
‘Theophyline, Famciclovir 
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PRONE VENTILATION: 


Early self: proning in awake, Hon intubated patients ~ Moderate cases 


* Any COVID-19 patient with respiratory embarrassinerit severé enough to bé admitted ‘to the 
hospital maybe considered forrotation and early.self- ~proniing. 


# Care must be taken.to tiot disrupt thé flow of oxygen ‘during patient rotation 


. Criteria to be fulfilled Avoid’proning: ] 


Patients With oxygen. requiremént |e: Hemodynamic instability 

of >4L, ) * Close monitoring not possible 
Normal mental status | | 

Ableto'self-ptone:or charge 

Position with minimal assistance 


+. Typical protocols; include’ 30-120 minutes in proné. position, followed by 30-120 minutes. jn left 
lateral decubitus,.tight lateral. decubitus, and ‘upright sitting-position 
(Caputo ND, Strayer RJ, Levitan R: Academic Emergency Medicine:2020;27: 375-3 (A 


Requirements, for safe prone positioning in ARDS 
*: Pre-Oxygenate the. patierit with F102 1.0 
* “Secure the éndotracheal tube.and arterial and céntral venous catheters 
+: Adequate.number of staff.to assist inthe turn:and-to. monitor the turn 
“a Supplies. to-tuin (pads for bed, sheet, protection for the patient) ; 
¢ Knowledge of How to peiform the turni-ais well a5 How 10 supinie.the patient. if. ೦೩50 of i an 
‘émergency 


Contraindicatioiis to prone ventilation 

-4 Spinal instability requires special carg 

+ Intra cranial pressure. may increase on‘turning 

Rapidly: return to‘supine in case of CPR: or-defibrillatica 

When to:start proning in SEVERE CASES? 

° P/Ftatio-<150 while being Ventilated with Fi02>0.6 and PEEP >5 cm: H20 Whento stop 

proning? 

s+ WhenP/F- xed 150 on Fi02 >:0.6 and.>:6 PEEP 

What portion:of the: day‘sttould patients.be kept prone? 

« _As:much as possible (16-18°hours.a'day). 


¢ Adult patients, with severe ARDS réceive, pfoiié positioning for:more than 12-hours per day 
(strong recommendation, moderate-high confidence. in efféct:estimates) 


(ATS-ERS Guideline, Am.J RespirCrir Care Med;:2017;195(9):1253-1263) ' 
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Oxygen delivery protocol 


' $902 < 94% ~ Supplement with nasal prongs or siniple face mask at 2-SL/min 


p Monitor continuous $pO2 with.finger puilse-oximetty 
If SpO02 <94% on simple face mask or nasal prongs, change to-non-rébreather mask oxygen 


(NRB) at 10-1SL/min 


Nasai Cannulus 


9 
<mhbwa 


¢ 
ಉನ 


2 


ovat yk 


with Reservule Bay 


10 
NonreBreathing Mask * oR Pe 
410, 
Venturi Mask 
380) 24 
6 (68) g 
950) ಇತಿ 
12 60 ಪ 
15 al ಥಿ 


“Nunbar ze rr [C 5] 
arin parentheses indicates total flow:of enrramod foom afr with Ventiss 


mixture, 
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HENO (High Frequency Nasal Oxygen) and NIV (Non-invasive Ventilation) 


When oxygen requirement increases to needi i High Freauos 
¢ eases to needing NRB,-options of High Fre: Cy" T 
Oxygen (HENO) or NIV should be considered. ಗ 
ENC flow rates to be set from.30 -60 L/min titrating'to maintain Sp02.2.92%. 
AFNC provides PEBP‘up to 5-6 cm.H20:and can deliver Fi02 upto T00% 


° IHF NC ‘non-available-or ‘patient not maintairiing: $pO02 on flow rates up-to 60L/min 
initiato‘on noh-invasive veritilation (N IV} only with an ICU veritilator with twe limbed ’ 
circuit.and expiratory. HME filter with.a NIV mode available..Caution is io be‘exercised-to 
not use potable hone BiPAP or CPAP. machiiies with single circuit for these patiénts. 


NEV settings: 

Fi0Z-to be titrated.to mairitain SpOZ 
| 292%. 
Pressure. Support (PAP): 12-15cm 
HO (to target 
‘iidlal volume of ml/kg) 
PEEP (EPAP): 5-15 cmH20 as 
tolerated to:-achieve. 
'$p02 2 90-02% 
Backup rate: {5 breaths/min 
Backup IE ratio 1:3 
Trigger: thaximum sensitivity 


Appropriate mask with good seal to be ensured when initiated ‘on NIV: Helmet masks/hoods:if 
available, fo be preferred to minimizeacrosol contamination. " 

Ohcé initiated.on NIV, close monitoring of respiratory variables hourly. is important, 

Reassess: clinical condition hourly, monitor and ‘observe ABG’s 4-6hrly _ 
Look for signs of clinical improvement in the for of. settling tachycardia, iihproving $pO2,. 
reduced tachiypniea and reduced work of breathing. oo 
On NIV when there are signs’of clinical deteriordtioni in the. form of worsening seriSorilm, 
increased accéssory muscles of breathing; raising Pco2Z, worsening:pH on ABG-< failure of NIV. 


has to be-considered and patient hast be planned forinitubation and ‘méchanical ventilation 
aftér consent from the family. 


೧೯ 
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watch for accessory.) 
‘muscles of breathing 
Intubation and Mechanical Ventilation | 
* Indication. for intubation: ARDS with Pa02/Fi02 <200 
* Worsening respiratory distréss evén.on.NIV 
* Patient in Shock 


Initial Seftings: Controlled Mode ventilation: VCV. (voliing-¢ontrolled ventilationy-or PCV 
(pressure-controtled. ventilation) | 2 | 

* Tidal Volume (Vt) 6-8mV/PBW (predicted body weight) ಹ 
PEEP 8 - 18 cmH20 (follow Fi02-PEEP table) to titrate to target SpO2 90-92% 


- 
+ Fi02~ target SpO2 90-92% with. lowest Fi02 possible 
* Respiratory rate 14-18/min (maximuin up to 35/min) 
* Plateau pressure < 30 cmHl20 and driving pressure < I6cmH20 
* ABG targets: Pa02 55-80 mmHg, pH > 7.3 
* Measure compliance 6hrly ~ Vt in ml /Pplat - PEEP 
Notes: 
Incremental PEEP F102 table 
Fio2 [ 0.3 [0.4 04" 05.) 0.5{ 0.6] :0.7.|:0.7.1.0.7,|.0.8 },0:9,|:0.8:| "0.9, 11.0, 
PEEP. 8 8 14 |14) 44 


Additional steps: If Pplat > 30cmH20, reduce Ve upto.4ml/PBW. » 
e If Sp02 <88% despite ARDSnet-protocol: increase depth of sedation 

* Optim ize secretions clearance/brorichodilation 

+ Initiate early muscle relaxant infusion (cis-atrcuirium Or. vecuronium) 
* Early prone ventilation y 


fndicatiou for prone ventilation: 

* Intubation and mechanical 
ventilation < 36hrs 

* Pa02Fi02<150,Fi02> 60%, 
PEEP > 5, vt 6mVPBW 

* Duration of proning: 12-16 hrs. 

* Multiple sessions until 
favorable trends are achieved. 
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Adjunctiye measures when intubated and inechaiiically ventilated; 
> Antibiofics.guidéd by protocols. ಮ 
> Steps to reduce VAP 
> Head-end elevation 
> ‘Thrombo-prophylaxis 
>" Adequate: analgesia anil ‘sedatioii 


(wentilator associated pueumonia) by following VAP bundles 


In absénce of ABG facility at the. Hospitals, 
Detivation of SpO3/F iQ vallies Soitesponding 
database” 


use Sp02/FiO0Z: ratio-as described in the below:table 
to Pa0FiO: ratios in the combined anesthesid:aid ARMA. 


| SOFA Respiiatory score PaO;/F10; ‘SpOFi0; 


1 ೬400 312 
ಇ 40 


3 ap Oe 
4 <100 <89 


“Data derived fom 43 matched $pO02/Fi02 and PaO Fic miasurements from the combined anesttiesia and ARMA database 


Derivation of SpO/Fi02 values comesponding to Pa05/Fi0; stratified by PEEP in the ARMA clatabase 


Pa03/Fi0 xafio, SpO1/FI0. ratio 
SOFA PEEP:«8 PEEP8-17 PEEP>12 
Respiratory 
score 
i <400 <502 515 423 
pS <300 310 <387 4332 
3 200 “240 pr 234 
4 <100 <i13 '4]30 <129 


ರಾರಾ 


p icliedSpO2Fi03and Pa02 FiO, measureme the 2 jtabase ofthe ARDS nework's NTH: 
16 matclied i03:and Pa0Z/Fi02.measusements from the ARMA: database ofthe + 
2916 mai | 


Data derived from 
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